Imagine physical inactivity were an infectious disease: we would be in the middle of an epidemic, with very little being done against it. Indeed, physical inactivity continues to increase worldwide and thus contributes to an ever growing quantity of cardiovascular morbidity and mortality. 1 In fact, the number of deaths caused by physical inactivity is on a par with deaths caused by smoking. 2 Whereas initiatives to ban smoking have received attention worldwide and campaigns against smoking have gained momentum, physical inactivity, despite being one of the most vicious cardiovascular risk factors, is being largely ignored. As a risk factor that can only be modified by behavioural, that is, active, lifestyle changes and not drugs, patients are not very keen on tackling it. In both prevention and rehabilitation, patients turn the blind eye to physical inactivity, and so do many physicians because treatment is unpopular, requires patients' compliance and adherence, and programmes of exercise training or even out-patient rehabilitation are scarce.
Let us pretend that an effective form of treatment for patients with cardiovascular risk factors or diseases with proven evidence level I class A exists and is not being prescribed to patients in need; doctors would have a hard time justifying this and would run the risk of judicial consequences. Also, patients and possibly the general population, would be outraged. This scenario is real with regard to physical inactivity and its 'antidote', physical activity. It does hold the highest level of evidence, the merits of exercise training have been published extensively and have found recognition in national and international guidelines over and over again, 3, 4 but unlike in our hypothetical scenario, it is being largely ignored, and the population is not outraged.
There are several reasons why this is the case and one has been addressed by Sirico et al.: 5 the lack of unequivocally accepted parameters which confirm that a subject has successfully crossed the 'finish line' during maximal ergometry, that is, has reached maximal physical exhaustion. Indeed, there is a growing need for objective measures of physical fitness and thus cut-offs at which to terminate ergometries. Of all major modifiable cardiovascular risk factors, physical inactivity, or its 'cure', physical activity, 6, 7 is the only risk factor that is not being measured routinely during doctors' appointments. As a matter of fact, more often than not subjects are not even being asked about their exercise routine or paucity thereof. An initiative led by the American Heart Association called for physical fitness as a vital sign, 8 and some hospitals have started to adopt this concept. However, the vast majority of doctors and hospitals still do not implement it. The consequences of this intentional neglect in patient care are obvious, but once again there has been no outcry.
Taking a look at the physically active section of our population and observing the joy and quality of life they are getting out of it, one could be misled and think that it is rather easy to successfully modify this risk factor, especially since walking, running, cycling, calisthenics et cetera can be performed anywhere anytime, without prescription and without major financial expense. Unfortunately, people in general and patients in particular are known to remain resistant to mere recommendations of lifestyle changes. Patients who are advised to become physically active are not different from most people who proclaim on 1 January that they will turn their lives around and, for example, join a fitness club. Indeed, during the first days of the year fitness centres are jam packed, only to experience tapering off in attendance during the following weeks. By the end of the year most will not have improved their physical fitness but, rather, increased their body weight, only to announce the following 1 January that this time around they really will make significant lifestyle changes. This phenomenon is not particular to the healthy but has been confirmed in cardiac patients after in-patient rehabilitation as well. 9 Indeed, most patients are rather resistant to lifestyle changes, and if risk factors can be modified at all, then it is those that do not require more active contribution than taking a pill, like treating hypercholesterolaemia with statins. Trying to increase physical fitness by exercise training is being perceived by most as painful. Also, changes in physical work capacity are hardly ever assessed and if they are, it has to be done by ergometry, which also ranks last in popularity amongst patients. However, as we cannot hit targets we never set, we cannot improve what we do not measure.
This has been recognized by Sirico et al. 5 and they have to be lauded for having undertaken the effort to perform ergometries in this large set of apparently healthy adults in a meticulous and comprehensive manner. They were motivated by international recommendations such as the European Society of Cardiology consensus statement on preparticipation screening of athletes, 10 which recommends exercise stress testing (EST) for cardiovascular screening in subjects over 35 years old who wish to participate in leisure time and/or competitive sports activities, in particular in those individuals with high cardiovascular risk. Regardless of whether athletes, other healthy adults or patients are the focus of attention, it remains controversial which finish line or cut-off for test termination should be used.
Sirico et al. 5 set out to assess which of the following EST endpoints best coincide with electrocardiographic (ECG) changes in a healthy adult population: 85% of maximal theoretical heart rate (MTHR); metabolic equivalent of task; rating of perceived exertion (RPE). Their analysis revealed that RPE represented the most significant endpoint of EST, with a median value of 17 at peak exercise. They also found that if EST had been terminated at 85% MTHR, almost half of the ECG events would have occurred undetected and 35% of the cardiovascular abnormalities observed during diagnostic follow-up would have remained undiagnosed. The authors conclude that terminating EST before exhaustion and at an RPE score of < 17 limits test accuracy and reduces the possibility to detect cardiovascular abnormalities in apparently healthy adults (Figure 1) . Furthermore, they speculate that the relevance of this finding likely increases in clinical significance when applied to cardiovascular screening for detecting cardiovascular disease and preventing sudden cardiac death in athletes and patients alike. Indeed, when exercise intensity increases, so does heart rate and blood pressure, commonly referred to as 'double product'. As a consequence, myocardial oxygen demand increases, which renders it more likely for myocardial ischaemia and arrhythmias to occur. Since also in clinical routine ESTs are often terminated when the calculated and by far too variable MTHR (standard deviation of AE 15%!) is being reached, many tests remain false negative, which explains, amongst other reasons, why ergometries in registries and clinical trials have a low sensitivity and specificity in young adults and also a low sensitivity, although better specificity in older adults and patients.
Taken together, it is time for maximal ergometries in clinical practice and clinical trials to make use of the diagnostic power of this well established and widely available test. By agreeing on ergometry finish lines that render maximal exhaustion during EST likely, a step is taken in the direction to perform more and higher quality ergometries. Accurate measurement of patients' fitness as well as its improvement or deterioration will be the cornerstone of effectively treating this strong predictor of cardiovascular morbidity and mortality.
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The author(s) received no financial support for the research, authorship, and/or publication of this article. Figure 1 . Misleading age-corrected maximal heart rate. Ergometry of a 74-year old patient. Computer software automatically calculated age-corrected maximal heart rate: 220 -74 ¼ 146 beats/min. Once this heart rate was reached, the circle turned red, suggesting 'danger'. At the time of the screenshot the patient's heart rate was 169 beats/min. Exercise stress testing (EST) was terminated at maximal exhaustion, that is, 174 beats/ min. An EST terminated at 146 beats/min, as suggested by the computer, would have been submaximal and premature if detection of electrocardiogram pathologies was the reason for testing.
